MISSOURI DIVISION OF HEALTH — STANPARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

DO NOT WRITE
ON THIS STUB

’ AMENDED

V§ 300

Rev. 4/59 |-

1

Registration District Ne, _______

4_8__anary Registration District No. 1093._.-&9“#"': Nn J—

-_ _—
STATE FILE NU

T R

-

2. USUAL RESIDENCE (Where -deceased lived.

b county,, St .Louls

a. STATE

Moo .

¥ mmmﬂnn Residence before

admission)

b. CITY (I outside corporate limits, give TOWNSHIP anly)

TOWN LOUIS, MISSOURI

Leng.lh of stay in 1b

2

2 wks

e, CITY

o University City

Inside Limits
Yes [X0to O]

c. FULL NAME OF {If NOT in hulpnnl give Iccaﬂon)
HOSPITAL OR
INSTITUTION

HOSPITAL

Inside Limits

Yu'g Mol

(If cutaide, give location)

d. STREET
ADDRESS 7119 Amherst

Reside on Farm

Yer [ NoF

DATE AMENDED

2¢/00b 3

22

3. NAME OF DECEASED First Middle Last 4. DATE Month Day
(Type or print) - . OF

SARA Ise SCHNEIDER DEATH JAN, 18

4. COLOR g:m:e 7. MarriedBE]  Never Married [] DATE OF BIRTH | 9 AGE {last birthday) |IF UNDER 1 YEAR

Widowed [] * Divorced [ 1/6/1919 hh Months | Days

10b. KIND OF BUSINESS OR INﬁUSTRY 11. -BIRTHPLACE {City"and state.or country).

st Louis Mo

Ywar

1963
IF UNGER 24 HR
Hewrs Min.

5, SEX
Femalae

10a. USUAL OCCUPATION (Give kind of work done
duriﬁ most nf wpr] ng life, even If rehred)

| | w
o

|

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

ZEN QOF WHAT COUNTRY

USA

4. NAME OF HUSBAND OR WIFE

‘Martin

7. INFORMANT Addres

Martin Schneidsr 7119 Amherst

12, QT

13s. FATHER'S " NAME

Morris Cohen
15. WAS DECEASED EVER IN U.S. ARMED FORCES?
(Yu,m or unknown) I(If yes, give war or dates of serv

13b. MOTHER'S MAIDEN NAME

Dora Ukman

16. SOCIAL SECURITY NO.

[ |

INTERVAL BETWEEN
QONSET AND DEATH

21 hrs.

18. CAUSE OF DEATH (Enter only ¢ne causa per line
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

ACUTE FERFORATION ULCER ANLERIOR WALL OF
PYLORUS

DOCUMENT

Approx. 1

Conditions, if any,
which gave rise to
sbove cause {(a),

oue To &) __POST OP LIGATTON ANEURYSM LEFT YNTERNAL, |
: CAROTID ARTERY
I,;?ﬁnﬁ the under- DUE 10 [c}. /

PART . QTHER SIGNIFICANT . CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal
disease condition given in PART | .{a)

INSTEAD OF

PART 11, 1T deceasd. was_ female was
there & pragnancy in lest 90 days.

IDYGII mNoTDUnknwn
njury in PART i or PART 11 of item 18.}

19. WAS AUTOPSY
PERFORMED?,
YES) NO

20c. TIME OF
INJURY. .

20a. ACCIDENT SUECI:I!DE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of
O -

Hour
a.m.
p.m.

20d. INJURY OCCURRED
WHILE AT WORK []
NOT WHILE AT WORK [J

. tem /_1/6]/63

-Mumh, Day, Year

MEDICAL CERTIFICATION

20¢. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY

farm, factory, sirent, office bidg., etc.) -

o, lf l&@—md last saw :::, alive on 1/18/63

on the date stated abowve, and to the best of my knowledge, from the causes stared.

Desth occurred at.
{Degren or 17 P, I 235, ADDRESS,
ANk WD, BARNES HOSPITAL

23b. DATE 23c. NAME OF CEMETERY OR CREMATORY
sm.” |1/20/1963 Chesed Shel Emeth
24, W¥Cmn°rial h715 th'oﬁ. 25. DATE RECD. BY LOCA

~ OR
TYPEWRITER RIBBON

21. 1 attended the de

22c. DATE SIGNED
1/18/63

~(State)

222, \|

USE BLACK INK

SHOULD READ

P
AL, CREMATION

23d. LOCATLON (City, town, or cdunty)

University City,*‘o.

23e. B
REMOV!

REG.

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY . LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

" or by i i Student Embalimer No.
working under my personal supervision.

Student

‘Signature of Student Embalmer

Licensed Embalmer No 5‘,}2 9

. P.O. Address
+ Note: The. above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING (Failure to comply
with the sbove constifufes grounds for revocation of license). - 7

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If 1h|s body |s not embaimed fact should be so stated above. .

as




